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The internal thoracic vein is a conduit that has not been thoroughly investigated in literature as long term patency and outcomes are unknown.

We present a case where the right internal thoracic vein (RITV) was used to extend a short right internal thoracic artery (RITA).

The elongated composite conduit was then anastomosed to the right coronary artery (RCA).

A 61-year-old male patient was referred electively for a coronary artery bypass grafting (CABG) operation.

The patient had undergone extensive stenting to the left and right coronary artery systems. Unfortunately the stents to the right coronary artery had restenosed causing significant symptoms necessitating revascularization (*Figure 1*).

![Preoperative angiogram showing an in-stent occlusion of the mid-distal RCA.\
RCA = right coronary artery.](hlv-06-210-g001){#F001}

 

From the conduit point of view, the patient had his long saphenous veins fully stripped bilaterally. His radial arteries were assessed with Allen's test and use of saturation monitor: following the occlusion of the radial the saturations failed to rise, therefore they were deemed unusable. RITA was therefore elected to be the conduit of choice.

The operation was performed in a standard on-pump fashion. RITA was harvested initially as a pedicled graft.

The target vessel was measuring approximately 1.5 mm in diameter and was opened distally due to the presence of the previous stents and the anatomy of the lesions. Unfortunately RITA intima was found to be of suboptimal quality and calibre distally and had to be shortened.

This resulted in RITA length being insufficient to reach the target vessel, even with skeletonisation. RITA was then extended with a 2-3 cm segment of RITV which appeared to be of good quality and calibre. The reversed RITV and RITA were anastomosed in an end-to-end fashion using continuous 8-0 polypropylene suture (*Figure 2*).

![The end to end anastomosis (circled) between the RITA and RITV. There is no mismatch in the calibre of the two vessels.\
RITA =r ight internal thoracic artery; RITV = right internal thoracic vein.](hlv-06-210-g002){#F002}

The composite graft was then anastomosed distally to the RCA (*Figure 3*) and proximally to the ascending aorta.

![The composite conduit as viewed from the patient's head after the completion of the distal anastomosis.](hlv-06-210-g003){#F003}

There was excellent flow down this graft. The operation was completed uneventfully and the patient was discharged home on the 5^th^ postoperative day. He remains symptom-free at a 6 month follow up.

The ITV conduit studies in literature are very limited as they have not being used routinely, therefore long term results are unknown. The use of any other venous conduit (like short saphenous or cephalic veins) was not preferred due to patient's age and would also lead to significant size mismatch between the RITA and the vein, if used as extentions. Left internal thoracic artery (LITA) needed to be preserved for possible future revascularization on the left coronary system. The use of gastroepiploic artery is not performed routinely in our unit and therefore experience is very limited.

There is only one study in literature where ITVs were used as CABG grafts to the left anterior descending artery in a minipig model. The authors measured significant intimal hyperplasia in these grafts after 4 weeks \[[@R001]\]. Similar studies to humans however have not been performed.

A report from 1990 presented a 57 year old patient who underwent CABG operation with the use of left and right ITAs and internal mammary vein (IMV) to an obtuse marginal. Angiography after 10 days revealed excellent patency of the IMV graft \[[@R002]\].

It is difficult to justify the use of internal thoracic veins as conduits for CABG, as in most cases there is ample selection of other well established conduits. The calibre of these veins is similar to internal mammary arteries (IMAs) and could potentially be used as extensions. ITA elongation has been described before with the utilization of various grafts \[[@R003],[@R004]\]. To summarise, our method could potentially be useful when the internal mammary artery is not long enough to reach the target vessel when no other option is possible.

The major limitation of this report is that a postoperative angiogram to assess the patency of the graft could not be obtained. There is no need of ethical committee approval for this case report. Written informed consent was obtained from the patient.
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